Session: 39. Antibiotic Stewardship Thursday, October 9, 2014: 12:30 PM Background. S. aureus (SA) is the leading cause of SSTI. Empiric antibiotics for SSTI should have activity against methicillin-resistant SA (MRSA) and methicillin-susceptible SA (MSSA). Clindamycin is highly utilized for SSTI; however, clindamycinresistance rates in MSSA are nearly 20% at our institution. Differentiation between MRSA and MSSA using a rapid antigen test that detects penicillin-binding protein (PBP2a) for methicillin-resistance prior to final susceptibility could allow early targeted antimicrobial therapy. This quality-improvement project aims to optimize antibiotic usage in SA SSTIs through utilization of the PBP2a rapid diagnostic test.
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Methods. Baseline antimicrobial use for inpatient SA SSTIs was collected for 1 year prior to implementation. Live education regarding interpretation of the PBP2a test was provided to hospitalists and housestaff. The test was implemented for SA SSTI in January 2014. Test results were faxed to the Antimicrobial Stewardship Program (ASP) and reviewed; recommendations were made if necessary. Data was collected to assess impact of PBP2a results on antimicrobial prescribing. Targeted therapy for MSSA was defined as effective beta-lactam therapy.
Results. 163 patients were evaluated prior to PBP2a implementation. 44/163 (27%) were discharged prior to final susceptibility. Of those, 24 (55%) patients were infected with MSSA and 20 (83%) were prescribed clindamycin; 4 (17%) patients had clindamycin-resistant MSSA. In the post-PBP2a implementation interim analysis, 36 patients were reviewed; 14 (39%) patients were discharged prior to final susceptibility. Of those, 8 (57%) patients had MSSA and 2 (25%) of those were discharged with clindamycin. Among all patients, ASP intervened in 7 cases (19%); no intervention was made if therapy was appropriate (n = 13), if the team changed to an appropriate therapy (n = 9), if Infectious Diseases service was involved (n = 5), or if patient was already discharged (n = 2).
Conclusion. In this interim analysis, targeted MSSA therapy increased from 17% to 75% in patients discharged prior to final susceptibility. It appears that rapid diagnostics in combination with education likely improves targeted antibiotic therapy for SA SSTI. 
